We thank Dr. Matsumoto for his comments about our article [1] , and we agree that some degree of splenic congestion was present before the BRTO procedure, related not only to the underlying portal hypertension but also to the superimposed splenoportal thrombus. However, splenic congestion was latent in this patient (symptomatically and by imaging) and became overt only after the BRTO procedure. As discussed in the article, we also agree that closing a large gastrorenal shunt may partially increase portal pressure, which may increase blood flow and pressure into other collaterals, thereby worsening esophageal varices and/or ascites. Our discussion advocated the combination of several techniques, including BRTO, transjugular intrahepatic portosystemic shunt (TIPS), and partial splenic embolization (PSE), because each therapy alone often may be insufficient.
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Our patient refused to undergo PSE; therefore, this therapy was not an option in this case, although we recognize that a single procedure combining BRTO and PSE could have potentially prevented the worsening of esophageal varices. At the same time, however, it would have decreased antegrade splenic blood flow, which would have reduced the chance of endogenous fibrinolysis of the splenoportal thrombus. The quoted article by Ninoi et al. [2] showed a poor prognosis of patients in classes Child B and C compared with Child A, but it did not compare survival rates in Child C patients treated by BRTO versus those untreated. We agree that TIPS creation would probably have been a less beneficial treatment than BRTO and/or PSE, especially in this patient with Child Pugh class C. The problem is that none of these three techniques, and particularly TIPS, yield great results in this patient group. However, our patient was still alive and well at 16 months of follow-up. Due to bowel gas interposition, Doppler ultrasonography could only evaluate the splenic vein near the splenic hilum and demonstrated antegrade flow both before and after BRTO.
